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DIVISION OF VOCATIONAL REHABILITATION 
CRP / SESP REFERRAL FORM 

PERSONAL DATA: 

Name  Social Security Number  

Address  

Phone  County  

Sex  Date of Birth  

Education  Guardianship  
 
 
DISABILITY: 

Major  

Minor(s)  

Severely Disabled  yes  no 

Accommodations  

Medication Issues  
 
 
PROGRAM PLANNING: 

Referring Counselor  Phone  

Secretary Contact  Phone  

Start Date  Interview / Tour Date  

Program Requested: 

Type  Length  weeks

Maintenance Amount  Transportation Amount  

Housing  

Vocational Interest(s)  

 
 
 

Specific / Additional Services: 
 
 
 
 
 
Comments / Concerns: 
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 DVR Health Questionnaire 

 
 IPE . . . if applicable 
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SUGGESTED REFERRAL PACKET MATERIAL 

 
 

 Authorization for Services 
 
 
 
 

 Relevant Medical Records 
 
 
 
 

 Eligibility Statement 
 
 
 
 

 Questionnaire for VR Services 
 
 
 
 

 Educational / Vocational Background Information 
 
 
 
 

 Prior Testing 
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